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Abstract
Background. Islam has a profound concept about death and aftermath. Believing in living after death and
resurrection is one of the three main principles of Islam. Since the increasing incidence of people in need of
palliative care in developing countries and the fact that Muslims, who dominantly live in developing world,
are very dependent on spirituality, describing the ways that spiritual care is described and provided in the
Islamic context is highly demanded. This paper aims at delineating original research in this subject in a
systematic manner.
Method. Several medical databases were reviewed in a systematic manner to investigate original quantita-
tive or qualitative researches about providing spiritual care in Muslim societies.
Results. Searching main databases lead to identifying 84 articles alongside with 18 papers from hand
searching, which all were reviewed by two investigators. Of this collection, only five papers met the criteria as
being original research either quantitative or qualitative, published during the last 10 years. Cultural back-
ground plays an important role. Our findings conceded that very few papers are available in Islamic context
about spiritual care at the end of life, where only three were quantitative. Research in this field, however, is
rapidly growing compared with the previous year.
Conclusion. While cancer is rapidly increasing specially in developing world, the need of terminally ill
patients with other conditions should be equally considered. Spirituality in Islamic societies does exist
profoundly, which needs more research especially in terminal life and even bereavement.
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Introduction
In Islam, death is a right that no one can escape
from it. It transfers to the isthmus life and resurrec-
tion occurs before the judgement day. It is men-
tioned that death is a difficult frightening process
that is made easier to the good and more difficult to
the wicked. The aftermath is also dependent on how
good the person was. Islam has a profound concept
about death and aftermath. Believing in living after
death and resurrection is one of the three main prin-
ciples of Islam, besides believing in Allah (Unity of
God) and his last messenger (Prophecy). Many verses
of the Holy Quran describes the after death world.
The Quran emphasizes that death is only a transition
from this existence to a future life. The Quran always
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affirms the unlimited mercy and forgiveness of God,
but links future life to performance in the present life
(from birth to death) [1].
Death for the Muslim is a passage between two
segments of a continuous life. Furthermore, this tran-
sition is portrayed by the Quran as a smooth and
satisfying passage for faithful people and a difficult
experience for the wicked because they did not be-
lieve in an afterlife, the only life they knew is end-
ing, and it was spent carelessly and unwisely [2].
“But how — will it be — when the angels take their
souls at death, and smite their faces and their backs?
This is because they followed that which called forth
the wrath of God, and they hated God's good plea-
sure, so he made their deeds of no effect (47: 27–
28). On the other hand, the righteous souls will
return to Allah in a well-pleased (with him) and
well-pleasing (Him) manner, entering His garden”
(89: 27–30). In Islam there is no place for euthana-
sia and it is regarded as a suicide by the patient
part and a crime by the individual who allowed it.
However, there may be no objection on sedation
and analgesia.
Of the 58 million people dying each year [3],
approximately 60% die with a chronic condition of
whom 6 million deaths are from cancer and 3 mil-
lion from HIV/AIDS with the majority occurring in
developing countries [4–6]. According to the statis-
tics from Ministry of Health and Medical Education,
over 30,000 deaths occur annually in Iran due to
cancer with an incidence of over 70,000 new cases.
The incidence of cancer in many developing coun-
tries is increasing [7]. These figures do not take into
account other chronic illnesses like diabetes, heart
failure, gastro-intestinal disorders, chronic neuro-
logical disorders and lung disease, which all war-
rant palliative care and also impose a huge burden
on patients, families and the healthcare system
Definition of spiritual care
Terminally ill patients experience fear and loneli-
ness during serious illness most of the time, which
generate spiritual crisis that requires special care.
Spiritual care can play an important role when cure is
not possible. Terminally ill patients usually question
the meaning of life; approaching death may stimu-
late serious spiritual questions that contribute to psy-
chological symptoms such as anxiety, depression,
hopelessness and despair. Amongst different defini-
tions for spiritual care, the Scottish spiritual care ser-
vices is one of the most available, which has defined
it as follow: “Religious care is given in the context of
the shared religious beliefs, values, liturgies and life-
style of a faith community. Spiritual Care is usually
given in a one to one relationship, is completely per-
son centered and makes no assumptions about per-
sonal conviction or life orientation. Spiritual care is
not necessarily religious. Religious care, at its best
should always be spiritual” [8].
Nolan and Mock (2004) developed the Concep-
tual Framework for End of Life Care which corrobo-
rates the importance of spirituality to overall care.
In this framework the spiritual domain is at the
centre of the physical, functional and physiological
domains. Outcomes in this framework encompass
quality of life, patient decision making methods,
and achievement of life goals, indicating the poten-
tial influence of spirituality on cognitive and func-
tional outcomes in the end of life population. [9]
Saunders et al developed the Conceptual Frame-
work for a Good Death, emphasising the multifac-
eted nature of death. In this framework, different
dimensions including fixed (socio-demographics,
clinical status) and modifiable characteristics and
also service provision and outcome of dying were
considered. Modifiable dimensions include physi-
cal, psychological, cognitive symptoms, social rela-
tionships and support, economic demands, care-
giver needs, hope and expectations, and spiritual
and existential beliefs [10].
Cultural background may also play an impor-
tant role in shaping responses to difficult situations.
Wikan discusses the experimental dimension of be-
reavement and grief in two Muslim societies (Egypt
and Bali- Indonesia), and argues that culture more
than religion shapes and organizes responses to
loss. The risks to health involved, clearly conceptu-
alized in both societies, require entirely different
preventive measures at the popular health care lev-
el to accommodate to different, culturally construct-
ed notions of self, body and interpersonal obliga-
tion. In-depth studies that focus more on emotion-
al experience in loss than on ritualized mourning
are required [11].
The role of family
In Islam there is a lot of mention about visiting
the ill and about supporting the in-need carers. It is a
culture in Islam to provide the spiritual support of
reading certain verses from Quran to the ill. The cul-
tural background of most Islamic countries stresses
about the family ties. Therefore it is more the re-
sponsibility of the family and close relatives and
friends to provide the care in dedicated way. There is
inadequate professional power in the health systems
in Islamic countries to provide superior care than to
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what the family can provide. The carer feels responsi-
ble particularly in the terminal stages and not being
able to provide this care is a stigma or a sin.
The culture of bereavement is also usually well
supported by the close family and friends circle.
There is usually some financial and social support
included in those difficult times. Home based sup-
port usually provided by these people. The bereaved
family is usually supported for the first forty days to
recover and restore.
What mosques do in care provision?
Mosques at the beginning had central role vary-
ing from treating the battle wounded, praying,
teaching, and gathering to where the Islamic rules
were announced. Muslim scholars have significant
position and are supposed to be central in daily life
of Muslim people particularly in difficult conditions
like end of life. Moreover, mosques are frequently
used for health promotion in Islamic and even non-
Muslim countries [12]. Mosques have important po-
sition in Iran during the history in particular after
the Islamic revolution these holy places operated
outstanding tasks in health and vaccination cam-
paigns [13]. This is noticeable at least from two
aspects; family and friends looking after the pa-
tients are in more need to seek religious support
and pray for their beloved ones, and on the other
hand the dying patient may be in despair to search
for spiritual care, repent and mentally preparedness
for death.
Referring to clergymen is also frequent in other
religions such as Christians and Jewish; several stud-
ies have found that bereavement, death and dying
issues are the most common problems congregants
bring to clergy. Americans who lost a close person
are almost five times more likely to seek help from a
clergyman than any other mental conditions [14].
Since the increasing incidence of people in need
of palliative care in developing countries and the
fact that Muslims, who dominantly live in develop-
ing world, are very dependent on spirituality, de-
scribing the ways that spiritual care is provided in
the Islamic context is highly demanded. This paper
aims at delineating original research in this subject
in a systematic manner.
Method
In September 2007 the following databases were
searched for specific keywords for the period of
January 1997 until June 2008: Medline, Cinahl,
PsychINFO, Embase, and Ovid.  Keyword searches
incorporated: spiritual, spirituality, palliative, ter-
minal, end of life, Muslim and related phrases.  This
approach was supplemented by hand searching of
key journals (J Palliative Medicine, Palliative Medi-
cine, Supportive Care in Cancer, J Pain & Symptom
management, Palliative & Supportive Care, Int'l J
Palliative Nursing, Indian J of Palliative Care, and
BMC Palliative Care) and a systematic review of the
reference lists of all identified papers.  Included pa-
pers were peer reviewed, English language, journal
articles within the specific search period focusing
specifically upon spiritual care in the Islamic context
(cancer and non-cancer) in palliative care. Review
papers, commentaries, editorials, letters, books, re-
ports and theses were excluded form the study.
Abstracts of papers meeting these inclusion cri-
teria were obtained and reviewed by 2 independent
reviewers. Full papers were subsequently obtained
and reviewed by the team. Details were entered
into a table summarising the focus, design, main
outcomes, weaknesses and generalisability of each
study.
The review was undertaken using an estab-
lished, validated scoring system [15] which assess-
es different sections of the papers (introduction,
method, sampling, bias, and results) in addition to
the transferability and implications of all included
papers. This standard guidance has been devised
to apply a judgment of good (4), fair (3), poor (2)
or very poor (1) across 8 different components
which are combined to generate an overall score
for the paper (maximum 32). During the review
process, with regards to decisions regarding inclu-
sion and scoring, where agreement could not be
achieved, consensus was obtained via reference to
a third team member.
Comparison of study details, in particular focus,
design and weaknesses, facilitated via the use of
common tables, as outlined in Table 1, formed the
basis of the analysis.  Analytical process focused in
particular upon the identification of similarities and
differences in setting, sample, measurement, out-
come and generalisability. Subsequent realisation
of the heterogeneity of these factors including the
predominantly nature of design, prevented the un-
dertaking of a meta-analysis.
Results
Searching main databases lead to identifying 84
articles alongside with 18 papers from hand search-
ing, which all were reviewed by two investigators.
Of this collection, 5 papers met the criteria as being
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original research either quantitative or qualitative,
published during the last 10 years about spiritual
care in the Islamic context, however after scruti-
nised review of the full papers, only six papers were
selected eventually (Table 1). Table 2 displays the
studies main focus, sample size, major findings,
strength and weaknesses and implications of the
research.
Discussion
Several studies designate that cancer patients
with strong spiritual beliefs and practice can cope
better with their illness [21, 22]. According to a
research by Williams [23], there are basically few
qualitative research in the literature about spiritual-
ity at the end of life, this is underpinned in the
Islamic context concerning the fact that the num-
ber of research about spirituality in life-threatening
conditions in Muslim patients are exceptionally low.
Themes which are mostly emphasised in the limited
number of studies encircle around spiritual despair
(alienation, loss of self, dissonance), spiritual work
(forgiveness, self-exploration, search for balance),
and spiritual well-being (connection, self-actualiza-
tion, consonance).
Public hospitals usually offer less comprehen-
sive and low-quality care for cancer patients com-
pared with specialised medical centres [16]. There
are much more examples in Iran that overall pa-
tients’ satisfaction is not responded in public servic-
es [24]. On the other hand, healthcare professionals
stress their lack of knowledge towards meeting spir-
itual care of terminally ill patients. In a study on
Specialist Registrars from different disciplines in Iran,
nearly three quarters were not able to either talk
about death or refer to a scholar for spiritual sup-
port [25].
Cultural background has a significant role in cop-
ing with the difficult situations at the end of life,
where health professionals — specially nursing staff
and social workers — may have important position
[18]. A rigorous search in Medline indicated that
death and dying research in Islamic context is un-
der-represented [26]. Our findings conceded this,
indicate that very few papers are available in Islam-
ic context about spiritual care at the end of life,
where only one achieved an acceptable score (more
than 20 out of 32 scoring system).
Apart from the voluntary role of mosque atten-
dants, and despite recommendations of religious
leaders, the spiritual care is not institutionalised in
Muslim societies. There is the assumption that the
family/friends circle will provide all the support need-
ed. There is usually no communication between the
government health institutes (public) and the reli-
gious clergy in the context of the care for the dying.
However, probably private Islamic sponsored health
institutes and palliative and supportive care non-
government organisations (NGOs) may have this
link and may be able to engage in palliative care if
the government support the use of analgesia more
liberally.
Patients at the end of life are more vulnerable
and sensitive to care provision; they desire holistic
care constitute of controlling pain and physical
symptoms, social, psychological and spiritual com-
ponents. Lack of robust research in this field un-
derscores the importance and urgency of more
studies to find out what kind of spiritual support
is required for dying patients and their families.
While cancer is rapidly growing specially in devel-
oping world, the need of terminally ill patients
with other conditions should be equally consid-
ered.
Acknowledgement
This study was supported by the Research In-
stitute for Islamic & Complementary Medicine, Iran
University of Medical Sciences.
References
1. Sarhill N. et al. The terminally ill Muslim: death and dying
from the Muslim perspective. Am. J. Hosp. Palliat. Care
2001; 18: 251–255.
2. Gatrad AR. Muslim customs surrounding death, bereave-
ment, postmortem examinations, and organ transplants.
BMJ 1994; 309: 521–523.
3. World Health Organisation, The World Health report 2003,
Shaping the Future. 2003: Geneva.
4. Webster R, Lacey J, Quine S. Palliative care: a public health
priority in developing countries. J. Public Health Policy
2007; 28: 28–39.
5. Pisani P. et al. Estimates of the worldwide mortality from
25 cancers in 1990. Int. J. Cancer 1999; 83: 18–29.
6. UNAIDS, 2006 Report on the Global AIDS Epidemic:
Executive summary. 2006, UNAIDS: Geneva.
7. Morris K. Cancer? In Africa? Lancet Oncol. 2003; 4: 5.
8. Guidelines on Chaplaincy and Spiritual Care in the NHS in
Scotland. 2002, NHS Scotland: Glasgow.
9. Nolan MT, Mock V. A conceptual framework for end-of-
life care: A reconsideration of factors influencing the in-
tegrity of the human person. J. Professional Nursing 2004;
20: 351–360.
10. Saunders C, Baines M, Dunlop R. Living with Dying:
A Guide to Palliative Care. Oxford University Press,
Oxford 1995.
11. Wikan U. Bereavement and loss in two Muslim communi-
ties: Egypt and Bali compared. Soc. Sci. Med. 1988; 27:
451–460.
12. Ghouri N. Health fair in a mosque: putting policy into
www.advpm.eu 79
Asadi-Lari Mohsen et al., Spiritual care in Islamin societies
practice. Public Health 2005; 119: 197-201.
13. Esteghamati A. et al. Progress in measles and rubella
elimination in Iran. Pediatr. Infect. Dis. J. 2007; 26:
1137–1141.
14. Flannelly KJ. et al. A systematic review on chaplains and
community-based clergy in three palliative care journals:
1990–1999. Am. J. Hosp. Palliat. Care 2003; 20: 263–
–268.
15. Hawker S. et al. Appraising the evidence: reviewing dis-
parate data systematically. Qual. Health Res. 2002; 12:
1284–1299.
16. Almuzaini AS. et al. The attitude of health care profes-
sionals toward the availability of hospice services for can-
cer patients and their carers in Saudi Arabia. Palliat. Med.
1998; 12: 365–373.
17. Musgrave CF, McFarlane EA. Israeli oncology nurses' reli-
giosity, spiritual well-being, and attitudes toward spiritu-
al care: a path analysis. Oncol. Nurs. Forum 2004; 31:
321–327.
18. Bray YM., Goodyear-Smith FA. A migrant family's experi-
ence of palliative care. J. Hospice & Palliat. Nursing 2007;
9: 92–99.
19. Rohani C, Langius-Eklöf A, Abedi H. Spirituality in Irani-
an women with breast cancer. 1st Iranian Congress on
Supportive and Palliative Care in Cancer. 2008.
Tehran.
20. Rezaei M. et al. Prayer in Iranian cancer patients under-
going chemotherapy. Complement. Ther. Clin. Pract. 2008;
14: 90–97.
21. Holland JC., et al. The role of religious and spiritual beliefs
in coping with malignant melanoma. Psychooncology
1999; 8: 14–26.
22. Brady MJ. et al. A case for including spirituality in quality
of life measurement in oncology. Psychooncology 1999;
8: 417–28.
23. Williams AL. Perspectives on spirituality at the end of life:
a meta-summary. Palliat. Support. Care 2006; 4: 407–
–417.
24. Bahramoour A, Zolala F. Patient satisfaction and related
factors in Kerman hospitals. East Mediterr. Health J. 2005;
11: 905–912.
25. Asadi-Lari M. et al. Palliative care education: A survey of
specialist medical residents about their perception of pal-
liative care and its application in Tehran. in 19th APCC.
2007. Tehran: Asian Pacific Cancer Conference.
26. Rodriguez Del Pozo P, Fins JJ. Death, dying and informat-
ics: misrepresenting religion on MedLine. BMC Med Eth-
ics 2005; 6: E6.
Advances in Palliative Medicine 2008, vol. 7, no. 2
www.advpm.eu80
